
(11) Payment to a physician f o r  a visit :x-:::. .  
payment f o r  administering an): injections of medication 
vaccine 

( 1 2 )  .A physician may bill for pathological 
studies performed in the office only I f  the physician 
licensed by the Department of Health and is enrolled -:. 
the medical Assistance Program as an independent
laboratory. 

( 1 3 )  Only one physician is eligible to recell? 
payment for inpatient medical care provided on the same 
day. 

(14) Training for home dialysis is limited to 21 
per patient or partner. 

( 1 5 )  Dialysis procedures provided a s  back-up : 
home dialysis are limited t o  fifteen (15) per y e a r .  

(16) Payment for medically necessary clozdplne 
support services is limited t o  one per weel; , regardless 
of t h e  frequency or intensity of monitoringactivities 
provided during each calendar week 

Clozapine Support Services are services orderedand 

directed by  a psychiatrist who determinesthey are 
medically necessary services for a personwith a 
diagnosis of Schizophrenia to receive clozapine on an 
outpatient basis. These services are a g r o u p  0; d i s c r e ?  
patient medical care functions performed b y  a 

psychiatrist or under the direction and supervision of c. 

psychiatrist by a pharmacist, registered nurse,or  
physician assistant. The services provide fo r  at leas: 
one face-to-face encounter with the patient each week. 

The support services are intendedt o  assure 
collaborative, uninterrupted, and safepatient medica: 

management. 


TS II 92-08 

Supersedes 

Approval 
FEB 17 1 ' ' J 
rx II 87-08 Date Date
Effective 




S T A T E  plan under TITLE X I X  OF THE social security .ACT 

state commonwealth OF pennsylvania 

descriptions CF limitations 


service limitations 

5 . a .  physician’s Servlces clozapine supportservices a r e  compensable for d -rr:~
the 1 ,continued of time thatpsychiatrist determines is medically 


necessary bzt not to exceed a six calendar month 
period If the psychiatrist determines tha: clozapine 
support ser\ices continue io be medically necessity ? *  

the end of a S I X  month eligibility period the 
psychiatrist may reorder a new eligibility per:,:.:. :i.
maximum time period for eachorder shall not exceed i C - \ .  

consecutive calendar months. The psychiatrist’s CY-;::: 
assessment and all reassessments of the person receiving 

clozapine must document the ongoing efficacyG :  : : ; C  ?:,.. 
in treating the patient's Schizophreniaand the medical 
necessity for the support seri.ices. 

If a patient is discontinued from clozapine 

therapy, the patient remains eligible f o r  clozapine 
support services on an outpatient basis for not less : n t 

four weeks o r  more than eight weeks after the drug
therapy is stopped. 	 c 

3 
non-compensable services or  items - SQ payment* 1s  made : 

any physician for the following services: 

(1) physical therapy except when pro\ :cieC 3 s  1 ;  

integral part of hospital inpatient, hospital outpatient 
rural health clinics, home health agency0: nursing 
facility care. 

( 2 )  .\ surgical procedure and an office visit f. 
the same patient on the same day 

1 

( 3 )  removalof sutures and c a s t s .  

( 4 )  Surgical, obstetrical o r  anesthesia service ice 

performed on an inpatient basis for  a noncovered 
procedure, o r  if the Department denies payment for the 
hospital stay. 

( 5 )  Localanesthesia. 

(6) Procedures designated with  an outpatient,
"OP", indicator when providedon an inpatient basis 
unless the medical condition of the patientis sucn that 
t o  perform the procedureon an outpatient basis ?auld 
result in undue riskt o  the life or health of the 
patient. 



a
-

( 7 )  Surgical, medical diagnostlc 

or therapeutic procedures performed for 

experimental, research or educational 

purposes 


( 3 )  clozapine support services that 
a. The psychiatrist determiner 

a r e  not medically necessary. 

b. Are not ordered by a 

licensed psychiatrist. 


c. Are provided to an eligible
recipient during an inpatient hospital ?r 
nursing home stay excluding the day of 

admission or discharge. 


d. Are home services other than 

those services required for drug monitoring

of clozapine support services. 


e. Are provided beyond the 

initial six calendar month period, unless, 

services are reordered and the medical 

necessity for services is documented by a 

psychiatrist. 


f. Are prescribed for the 

treatment of mental illness other than 

Schizophrenia. 


(9) Any medical services, procedures, 

or pharmaceuticals related to treating

infertility. 


Limitations on payment:

(1) The maximum allowable payment 


to a dentist for outpatient surgical

procedures per day is $500. 


( 2 )  The maximum allowable payment to 
a dentist per recipient per hospitalization
is $1000. 

( 3 )  Payment for two or more surgical
procedures performed by the samedentist is 

limited to 100% of the allowable fee for 

the highest paying procedure and 25% of the 

second highest paying procedure. 


94-018 

supersedes

92-38 effective Date n 


U 



Revision: HCFA-PM-86-20
(BERC) ATTACHMENT 3 . 1 - B  
SEPTEMBER 1986 Page 3 

OMB NO. 0938-0193 


A M O U N T ,  DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLYNEEDY GROUP(S1: 3.T 

medical care and any other type of remedial care recognized under State 

law, furnished by licensed practitioners within the scope
of their 


'. 

6 .  

a. 

b. 


C. 


d. 


7 .  

a. 


b. 


C. 


d .  

practice as defined by
State law. 


Podiatrists' Services 

- 

/ V  Provided: c/-

Optometrists' Services 

- 
- Provided: r /  
Chiropractors'Services 

-
-/-V Provided: L/ 

No limitations 


No limitations 


No limitations 


Other Practitioners' Services 

-

-/r Provided: r/ No limitations 
HomeHealth Services 


-
/s/ 

-
/s/ 

ET 

-
L/ 

With
limitations* 


With
limitations* 


Withlimitations* 


With limitations* 


Intermittent o r  part-time nursingservice provided by a home health 
agency or by a registered nurse when no home health agency exists in 
the area, 

-
- Provided: r /  No limitations /s/ With limitations* 

Home health aide services provided
by,a home health agency. 

- 

- Provided: L/ No limitations E/ Withlimitations* 


Medical supplies, equipment, and appliances suitable for use in the 

home. 


Physical therapy, occupational therapy, or speech pathology and 
audiology services providedby a home health agency or medical 
rehabilitation facility. 
-
- Provided:/ ) : I  

*Description provided 


c TN No. 36-11 

Supersede 

TN No. s3-22 


- -
L/ No limitations /5/ With limitations* 

onattachment. 


HCFA ID: 0140P/0102A 




'I'% 
COMMONWEALTH 

STATE plan UNDER TITLE XIX OF SOCIAL security A C T  ATTACH" 3.:e 
STATE:?agePENNSYLVANIA OF 31 
descriptions OF LIMITATIONS _- - ~ _ _  -.~-

SERVICE ____ LIMITATIONS - -_ 

6. 	 Medical Care and any other 

type of remedial care 

recognized under state law, 

furnished by licensed practi

tioners within the scope
of 

their practiceas defined by 

state law. 


6.a. Podiatrists' Services 

88-15 
des 


Limitations on payment- The following
limits apply to payment for compensable
services: 

1. Payment for debridement and 
treatment of mycotic nails is limitedto 
one per monthper recipient. 

2. The maximum allowable payment toa 
podiatrist per hospitalization per
recipient is $1000. 

3 .  The maximum allowable payment toa 

podiatrist for outpatier+ services per

recipient during one da;is $500. 


4. Payment is limited to one (1)
visit (e.g. office, home, inpatient care, 
or nursing facility) per recipient per day 
per individual provider. 

5. Payment for surgical services 

includes the inpatient preoperative care 

and all ,post operative care in the hospital

and outpatient visits during the number
of 
post-operative days specified for each 
procedure code in the Medical Assistance 
Program Fee Schedule. Additional payment
will be made �OK visits for treatment of a 
medical or surgical condition if the 
diagnosis is different and unrelated. 

6. Payment for two or more surgical

procedures performed by the same podiatrist

is limited to 100% of the allowable fee for 

the  highestpaying procedure and25% of the 
second highest paying procedure.

7. Payment is madeto only one 

podiatrist for a particular service or 

procedure and all services must
be billed 

in the name of the podiatrist providing
the 

service. 


3 .  Payment �or an office visit 
includes payment for any injectionof 
medication or local anesthesia. 

9. Payment for x-rays of foot 
and ankle is limited to a maximum of $19.00 
per limb. 

5-11 Date Approval 




~- ~ - ~- ~ ~~~~~~noncompensable ~ services and ~items - ~ . 3  

payment is ma,+ t o  any podiatrist for :he 
following s e r v i c e s  

1. F a b r i c a t i n g  3r d i s p e n s i n g  
o r h t o p e d i c  shoes, shoe i n s e r t sa n d  other 
s u p p o r t i v ed e v i c e s  for t h ef e e t .  

2. C a s t i n g  for shoe i n s e r t s .  
3. medical or  s u r g i c a ls e r v i c e s  

performed on an i n p a t i e n t  bas i s  t h a tc o u l d  
haveSeenperformed i n  t h e  p o d i a t r i s t ’ s  
o f f i c e  or theemergency  room, wi thout  
e n d a n g e r i n gt h el i f e  o r  h e a l t h  of t h ?  
p a t i e n t  . 

4. p r o c e d u r e sd e s i g n a t e d  Kith an 
o u t p a t i e n t  "OP" , i n d i c a t o r  when provided 
o na ni n p a t i e n tb a s i s  unless t h e  medics1 
c o n d i t i o n  of t h ep a t i e n t  is s u c ht h a t  t o  
perform t h ep r o c e d u r eo na no u t p a t i e n t  
bas i s  c o u l dr e s u l ti nu n d u er i s kt ot h s  
l i f e  o r  h e a l t h  D f  t h e  p a t i e n t .  

5. Medical or s u r g i c a ls e r v i c e s  
per formedonaninpat ien t  bas i s  f o r  a 
noncoveredprocedure,  or i ft h od e p a r t m e n t  
d e n i e s  payment f o rt h eh o s p i t a ls t a y .  

6. A s u r g i c a lp r o c e d u r ea n d  an 
o f f  ice v i s i t  fo r  t h e  same p a t i e n t  m :h3 
same day. 

7. r emova lo fsu tu resand  casts .  
8.  S e r v i c e sr e n d e r e di nt h e  

emergency room o ft h zh o s p i t a li f  :he 
r e c i p i e n t  is a d m i t t e d  t o  t h eh o s p i t a l  as XI 

i n p a t i e n ta nt h e  same day. 
9. Trea tment  of f l a t  foot. 

10. Treatment  of s u b l u x a t i o n s  3f t h e  
foot  . 

11. Routin?foot  car? ,  i n c l u d i n gt h e  
c u t t i n g  or removal o fc o r n s ,c a l l o u s e s  I t h e  
t r i m m i n go fn a i l sa n do t h e rr o u t i n e  
h y g i e n i c  care. 

12. P h y s i c a lt h e r a p y .  
13. D i a g n o s t i c  or t h e r a p e u t i c  

procedures  for e x p e r i m e n t a lr e s e a r c h  or 
educational purposes 



s e c u r i t y  ACTSTATE PLAN UNDER T I T L E  X I X  OF the S O C I A L  ATTACHMENT 3.1-9 
STATE: COMMONWEALTH OF PENNSYLVANIA Page 3c 
DESCRIPTIONS OF LIMITATIONS 

6. Medical Care (Con t inued)  
5 .b .  O p t o m e t r i s t s '  L i m i t a t i o n so nS e r v i c e s  p a y m e n t  - T h e  

6.c. C h i r o p r a c t o r s 'S e r v i c e s  

-

f o l l o w i n g  limits applytopayment  f o r  
compensab lese rv ices :  

1. V i s i o ne x a m i n a t i o n sa r e  
l i m i t e d  t o  two p e ry e a r .  

2. E y e g l a s s e s  - l i m i t e dt o  
i n d i v i d u a l su n d e r  21 y e a r s  o f  age. 
For t h e s ei n d i v i d u a l st h e  limit i s  
one (1) f u l l  p a i r  or two ( 2 )  l e n s e s  
p e r  1 2  m o n t hp e r i o df o rp e r s o n s  
r e f e r r e dt h r o u g ht h eS c h o o lM e d i c a l  
Program o r  t h e  EPSDT Program. 

L imi t a t ionsonpaymen t  - The 
f o l l o w i n g  limits a p p l y  f o rp a y m e n t  
compensab lese rv ices :  

1. S e r v i c e s  must be prov idedby  
a c h i r o p r a c t o r  who is l i c e n s e d  b y  t h e  
S t a t ea n d  meets t h es t a n d a r d su n d e r  
42 CFR 405.232(b). 

2. S e r v i c e sm u s tc o n s i s to f  
e i t h e r  a n  e v a l u a t i o n  b y  m e a n s  o f  
examina t ion  o r  t r e a t m e n tb y  means o f  
m a n u a lm a n i p u l a t i o no ft h es p i n e  t o  
a d j u s t  m i s a l i g n e d  o r  d i s p l a c e d  
v e r t e b r a e .  

3. One v i s i tp e rr e c i p i e n tp e r  
day p e ri n d i v i d u a lc h i r o p r a c t o r .  

Noncompensable s e r v i c e s  and items -
No payment is made for x-rays  
performed by a c h i r o p r a c t o r  

~~ 

supersede c supersede s 
T N  Q a6-II Approval Date 



state PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT attachment 3.1-B 
state commonwealth OF PENNSYLVANIA Page 3d 

limitationsdescriptions OF 

SERVICE 

7. Home health Services 

7.a. 	 Intermittent or part-time 
nursing service provided 
by a home health agency 
or by a registered nurse 
when no home health agency 
exists i n  the area. 

7.b. 	 Home health aide services 
provided by a home health 
agency. 

7.c. 	 Medical supplies, equipment 
and appliance suitable for 
use in  the home. 

?.d. 	 Physical therapy, 
occupational therapy, 
or speechpathology and 
audiology services 
provided by a home health 
agency. 

B 88-10 
supersedes 
# 86-11 approval date 

LIMITATIONS 

Limitations on payment - me following limits apply 
to payment for canpensable services. 

1. The servicesare ordered by the attending
physician an3 included i n  the plan of treatment 
established by the recipient's attending physician . 

2. Except for maternal/child service, the 
attending physician certifies that the recipient is 
hamebun3and as part of the treatment plan review 
certifies that the recipient continues to remain 
homebud. 

3. after 28 days of unlimited v i s i t s ,  payment
is limited to  15 v i s i t s  per month per treatment 
plan regardless of the caregiver. 

4. Payment for prenatal care is limited to 
one v i s i t  per month 

Limitations on payment - The following limits apply 
to payment for compensable services 

payment is subject to the same limitations listed 
in item 7a. 

Limitations on payment - The following limits apply 
to  payment for canpensable services: 

1. Home health agencies are limited to 
payment for medical/surgical supplies listed i n  the 
fee schedule. 

2. Home health agencies are not reimbursed 
for suppliesroutinely needed as part of furnishing
home health care. 

3. Prior approval is required for durable 
medicalequipmentandmedical supplies costing more 
than $101). 

4. Prior approval required for rental of 
equipment exceeding three months 

Limitations on payment - The following limits apply 
to  payment for canpensable services: 

Payment is subject to the same limitations listed 
i n  item 7a. 

Effective date 
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Revision: BCFA-PPI-86-20 ( B E X I  attachment 3.1-B 
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omb No. 0938-0193 

State/Territory: PENNSYLVANIA 


amount DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLYNEEDY GROUP(S): ALL I 

8. Private duty nursing services. 

- Provided 

9. 	 Clinic services. 


/qProvided
-

10. 	 Dental services. 


/gProvided
-

11. Physical therapy. 


a. Physical therapy. 


-/%TProvided 

/7NO limitations -With
limitationsf
-

/7NO limitations /q- withlimitations*-

/T NO limitations -B?withlimitations*-
b. 	 Occupational therapy. 

E7 Provided -/T No limitations -/x7withlimitations* 
C. Services for individuals with speech, hearing, and
language disorders 

provided byor under supervisionof a speech pathologistor audiologist. 

-/%% Provided -/T NO limitations 	 /%% withlimitations*-

12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed bya physician skilled in diseases of theor by an 
optometrist. 

a. 	 Prescribed drugs. 

-/x7 Provided -/7NO limitations 
b. 	 Dentures. 

-/gProvided -/7NO limitations 

* Description providedon attachment. 

TN # 91-40 
i!4ay i 1992 Effective 

/%ii withlimitations*-

/ii7 withlimitations*-

SupersedesApprovalDa . Date 01/01/92 
TN # 91-25 



state PL.-\% under TITLE XIX OF THE SOCIAL security .\C: attachment 3. i - 9  
state : comonwealth OF pennsylvania P a g e  ;a 
descriptions of limitations 

9. clinic Services 


9.a. independent medical Clinics Limitations on payment - The following limits a>;:: 

9.5. psychiatric Clinics
Limitations 


to payment fo r  compensable services: 

limited to clinics approved by the Departmen:. .4;: 
the same limits described under Item 2.a.(1) apply 

on payment - The following limits apply 
to payment for  compensable services: 

Limited to approved facilities. Payment will be r8+t 

f o r  only one (1) outpatient Comprehensivediagnosis 
Psychological Evaluation or no more than $8C.OC ucr '  
of individual psychological or intellectual 
evaluations per patient per three hundred sixty-five
(365) consecutive days. Other limitations on 
payment: ( a )  two outpatient psychiatric evaluation 
per patient per one year period, (b) seven total 
hours of psychotherapy per patient per thirty
consecutive days, ( c )  three psychiatric clinic 
medication visits per patient per thirty consecutive 
days, (d) five psychiatric clinic clozaril monitoring 
and evaluation visits per patient per one calendar 
month, and (e) a combination of no more than f i l e  
psychiatric clinic medication visits and/'c;r
psychiatric clinic Clozaril monitoring and evaluation 
visits per patient per calendarmonth. 


NOTE: Limits on hours of psychotherapy mal b e  * ' t 2 ~ ~ c .  
for patients under 21 who have specifled mental' illnesses.' 


See explanatory letter of August I I ,  1982 from 
the Secretary of the Department of public 
We1 fare. 

Payment for medically necessary clozapine s u p p o r t  
services is limited t o  one per week, regardless of 
the frequency or intensity of monitoring activities 
provided during each calendar week. 

TS # 92-08 FEB 17 1993 

TS # 91-39 Approval Date
Supersedes 

Effective q \ :  \ i jDate I 


